Although the authors do not discuss it in detail, it is important to note that the case that they use for illustration involved cortical venous reflux. We have learned that the natural history of these fistulas with cortical venous reflux is very bad, and therefore these lesions merit aggressive treatment such as that suggested by the authors. 3 Conversely, we have learned from Satomi and colleagues 1 that the fistulas without cortical venous reflux behave in a very benign fashion over the long term and tend not to convert into the more aggressive type of fistula. Therefore, this type of aggressive surgical approach is not indicated for fistulas that appear benign, such as those with a bruit and without cortical reflux.
One must also beware of massive bleeding during opening of the craniotomy over the arterialized sinus to deal with these complex fistulas. Note that the authors used preoperative arterial embolization in the illustrated case to reduce the vascularity to the fistula, which undoubtedly made the craniotomy safer. The late Dr. Sundt pointed out the possibility of catastrophic bleeding during the craniotomy to expose such fistulas in the days before preoperative arterial embolization. 2 One technique that we have used to prevent this catastrophic type of bleeding on removing the bone flap from the sinus is to use multiple bur holes on each side of the sinus to be skeletonized and coagulate the dural feeding vessels that are visible through each of the bur holes before removing the bone flap. Alternatively, a strip of bone can be left over the sinus, lifting separate bone flaps above and below to allow for coagulation of dural feeding vessels before lifting the flap of bone over the sinus. These precautions are less likely to be necessary nowadays with adequate preoperative arterial embolization.
Finally, even with their technique, the authors cannot claim that these fistulas are permanently cured. In two or three cases I have used a similar technique by interposing cadaveric dura between the cut edge of the dura and the sinus, and although I have not seen late revascularization RESPONSE: We appreciate Dr. Heros' comments regarding our paper and the additional technical pearls from his own experience regarding the general management of these challenging lesions. He correctly identifies several issues relating to the management of complex dAVFs. Clearly, the best means of preventing refistulization is resection of the involved sinus if possible. Nonetheless, involvement of the bilateral transverse sinuses or the sagittal sinus when antegrade pial venous drainage occurs can preclude this treatment option, because venous infarction can result with the obliteration of normal sinus drainage. We present this technique as a modest contribution to help avoid direct refistulization of the sinus following a skeletonization (disconnection) procedure. In our experience it has effectively reduced refistulization through the disconnected dura or directly from the adjacent pial blood supply.
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